Introduction: Care Coordination Programs are designed to streamline services for older adults with multimorbidity. The Triple Aim, a conceptual model for the design and evaluation of healthcare models, stipulates that a balance of three aims-reducing costs, improving population health, and improving patient experience-are needed for high-quality, value-based care. Research is beginning to show that coordinating care across the continuum of care reduces costs and improves the health of the multimorbid older adult population. Yet little is known about older adults' experience of care and their overall assessment of interactions with healthcare providers across the length of time of these interactions in a Care Coordination Program. Methods: To gain a deeper understanding of older adults' experience with a Care Coordination Program, this concurrent mixed methods research study analyzed 201 older adults' assessment of their chronic illness care using the Patient Assessment of Chronic Illness Care (PACICþ). A subset of 30 older adults also participated in a telephone interview to collect qualitative data. Results: The experience of older adults with multimorbidity in a Care Coordination Program was related to two factors: (1) professional actions and (2) professional attitudes. Actions that improved patients' experience of care were communication, coordination, and addressing fundamental problems. Professional attitudes that improved their experience of care included being compassionate, knowledgeable and professional, mutually respectful, and positive and encouraging. Discussion: To improve patient experience, Care Coordination Programs must design and measure their efforts related to the actions and the attitudes of their care team, especially primary care physicians and care coordinators.
The number of older adults across the world is growing. 1 While the sheer numbers of older adults are growing, so are the complexities of their healthcare needs. In fact, 67% of this population has two or more chronic illnesses or multimorbidity. 2 Their complexity leads to a disproportionate share of healthcare spending being spent for those with multimorbidity. 3 Because of the growing demands on healthcare systems related to older adults with multimorbidity, Care Coordination Programs (CCPs) have emerged to reduce the costs of their complex care by bridging gaps and helping patients manage their health conditions and related psychosocial problems. 4 While there are no specific definitions or standards for CCPs, most are designed to coordinate care delivered across time, across the healthcare continuum, and by a care coordinator-led team. 5 The care coordinator is often a registered nurse, a social worker, or a registered nursesocial worker team, 6 although some programs have nonlicensed care coordinators embedded in primary care practices. 7 Features commonly associated with CCPs to manage the complex care of older adults with multimorbidity include the following: (1) face-toface patient contact, (2) physician engagement and cooperation, (3) patient education, (4) a "communications hub" role with physicians at the center, (5) transition management related to transition from hospital, and (6) medication management. 8 CCPs have been implemented in several countries to help frail older adults manage multiple providers and deliver services to improve well-being. Successful CCPs also have deliberate governance structures, strong leadership support for the program, and trusting relationships among multidisciplinary team members. 9 Studies show that without a deliberate CCP, patients perceive that their needs for coordinated care are not met. 10, 11 Although the major aim of CCPs is to reduce costs through managing the population of older adults' health, little attention has been given to the patients' experience. A lack of attention to patient experience may affect overall quality of the program and valuebased payments. 9, 12 The Triple Aim proposes that high-quality models of care that deliver value aim to concurrently reduce costs, improve population health, and improve patients' experience of care. 13 There is a growing interest in incorporating all three of these aims through the development of patient-centered care models, especially in primary care. 7, 14 Yet, identifying older adults' experience in continuity of care is difficult and expensive to measure. For instance, DuGoff found that patient-reported administrative data could not be used as a proxy to measure patients' experience with continuity of care. 15 Another study identified that a lack of continuity of care associated with primary care negatively affected patient experience in adults using a novel scale consisting of researcher-identified domains of patient experience.
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This study was not specifically related to older adults with multimorbidity in a CCP. A recent study identified that a CCP with embedded care coordinators in a primary care office slightly improved patients' assessment of physician and office staff, patient-doctor interaction, access to care, and care coordination, but it was unclear if the survey instrument used in this study accurately captured all the aspects of the older adults' experience with a CCP or if perhaps other factors also affected their overall experience of the CCP. 7 The research question associated with this study is what is the experience of older adults with multimorbidity in a CCP? We used mixed methods research to seek convergence and corroboration of results from qualitative (QUAL) and quantitative (QUAN) strands to study older adults' experience in a CCP. By using older adults' assessment of their chronic illness care using a standardized survey instrument and themes from telephone interviews of CCP participants, the researchers sought a deeper understanding than what was available from the literature. As pay for performance strategies aim to limit provider payments for failure to meet patient experience targets, and as the development of CCPs continues, a deeper understanding of patient experience is needed. 12 Our findings provide insight for the design and evaluation of CCP that improves older adults' patient experience.
Methods

Study design
We used a concurrent mixed methods research design to understand the experience of care for older adults with multimorbidity. Quantitative and qualitative data were analyzed separately and then integrated to report results. By using both qualitative and quantitative methods concurrently and in equal priority, we sought to incorporate the richness and detail of both methods to gain a full assessment of the patient experience of older adults with multimorbidity in a CCP and to improve the accuracy and the scope of the results. 16 
Data collection
QUAL. The qualitative strand of the study consisted of individual semi-structured telephone interviews conducted by the primary researcher. The research team agreed that a purposive sample of 30 participants who had completed the PACICþ and volunteered to participate was adequate to answer the research question. After receiving informed consent, the interviews were begun by asking an open-ended question: You have been in the Primary CCP, can you tell me what your experience of care has been like? Follow-up questions were asked to elicit more detail as necessary. Interviews were audiotaped and transcribed verbatim.
QUAN. The Patient Assessment of Chronic Illness Care
Plus (PACICþ) was used for quantitative data collection. The PACICþ is a 26-item instrument for measuring patients' assessment of their chronic illness care that is delivered by a team of providers. The PACICþ was designed to assess care based on the Chronic Care Model (CCM). 17 The survey includes 20 items from the original PACIC plus 6 additional items derived from experts regarding the 5A's model of behavioral counseling (assess, advise, agree, assist, and arrange). Adding an assessment of self-management support and linkages to community resources was considered relevant to older adults with multimorbidity in a CCP. Domains of the PACICþ are related to aspects of CCM framework which includes (a) team care, (b) patient self-management, (c) organizational support for quality, (d) patient registries, (e) integrated decision support, and (f) linking patients to community programming. Respondents rate how often the aspect of chronic illness care occurs on a Likert scale ranging from 1 ("almost never") to 5 ("almost always"). The PACICþ has been validated and used in various studies in the past related to primary care. 17, 18 Setting, participants, and recruitment of participants
The setting for this study was a CCP designed for Medicare Advantage patients, was consistent with the elements of the CCM and incorporated CCM elements, was part of a large corporate medical and primary care practice in Central Ohio (USA), and was accessible by the Principal Investigator (PI). The Corporation developed the CCP specifically for Medicare Advantage patients strategically to reduce the costs of their care by deliberate management and was consistent with CCM by using the following elements: (a) effective team care, (b) support for patient self-management, (c) organizational support for quality, (d) use of patient registries, (e) information technology and integrated decision support, and (f) partnerships with community groups to fill in needed services and encouragement for patients to participate in community programs.
14 Care coordination processes were delivered by registered nurses or social workers using similar protocols and working with older adult's primary care physician. Patient self-management was supported through telephone calls and face-to-face visits among the care coordinator, patient, and patient's family.
Participants were aged 65 years or older with two or more chronic illnesses and enrolled by their physician or other provider in the CCP within the previous six months of the study period (which was from November 2015 to March 2016). Six months provided appropriate exposure to the CCP processes and was consistent time frame with the measurement tool selected for this study. Participant recruitment for both the quantitative and qualitative strands occurred through the mailing of a recruitment packet to a list of 893 individuals enrolled in the CCP. The recruitment packet included a letter from the primary care organization's chief executive officer inviting patients to participate in the research study, the study instrument, a demographic survey, and a letter of invitation to participate in a telephone interview. Participants were asked to return their completed survey, and if willing, a form consenting to a telephone interview, in a stamped envelope addressed to the primary care organization's corporate headquarters. The qualitative strand of the study was a purposive sample of 30 participants who had completed the PACICþ and volunteered to participate in the telephone interview.
To increase the sample in the quantitative strand, four months later the researcher sent the recruitment packet including only the demographic survey and study instrument to current CCP patients which included 544 new patients; hence, a total of 1437 potential participants were invited to participate in the quantitative strand (see Figure 1 ).
Ethical considerations
The study was approved by the authors' university Institutional Review Board prior to beginning data collection.
Analysis
QUAL. The PI and the second research team member read each of the 30 transcripts in their entirety. After weekly discussions conducted over six weeks, in which the line by line coding and theoretical thoughts were discussed, the two researchers individually determined general categories for all data from the research questions. All data were entered in QSR International's NVivo. 19 Thematic analysis led to the identification of 10 common categories of attributes about the patient experience with chronic illness care in one CCP. The groupings of categories were then discussed by the two researchers. An additional six coding meetings were held in which the interrelationship of the categories was discussed resulting in two themes and a total of seven subthemes.
QUAN. The PACICþ total for each participant was calculated by totaling the responses on each question and dividing by the number of questions answered. The mean and range of total scores on the PACICþ were calculated. Descriptive statistics were used to tabulate the demographic data using SPSS. 20 Demographic characteristics of participants were compared with participant's overall score on PACICþ using Pearson's r. Level of significance for this study was p ¼ .05. If potential participants did not answer six or more questions or did not complete their demographic form, their surveys were excluded from analysis.
Integration of findings
Quantitative data on patient assessment of chronic illness care and qualitative findings related to patient experience were integrated in a matrix and analyzed for patterns, which enlarged the understanding of the patient experience of older adults with multimorbidity in a CCP and allowed for the examination of what ways a person's assessment of their chronic illness explained their perspectives about their experience as a patient in a CCP.
Results
In total, 201 useable responses were received. The response rate was 14%. In addition to the 201 responses, 72 responses were not useable: implicit refusal (n ¼ 35; returned the survey unanswered), explicit refusal (n ¼ 10, sent a note describing why they did not complete survey), or only partially completed (n ¼ 19). Thirteen additional surveys could not be used because they were undeliverable or respondents were not 65 or older. Characteristics of the sample are found in Table 1 .
Older adults' description of their experience
The data from the qualitative strand indicated that, in general, participants had a positive experience with care coordination and especially with their primary care physician. When asked to describe their experience with care coordination, in the first page of the transcribed text, many of them used terms such as "excellent," "satisfied," "professional," "really good," "wonderful," "pretty good," and "positive." Six of the 30 patients identified a slightly negative experience with care coordination and made statements such as (a) "they don't listen to me," (b) "they are trying to pass me off," and (c) "care coordination was not necessary."
The description of patient experience fell into two themes: (1) experiencing professional attitudes and (2) experiencing professional actions. The first theme, experiencing professional attitudes, was defined as the healthcare provider's manner or way of being and how the provider's behavior was perceived by the patient receiving care coordination. The attitudes of providers fit into four subthemes: (1) compassionate (genuine caring, responsive to older adult's specific needs); (2) knowledgeable and professional (care was consistent with advanced training and education of provider); (3) mutual respect (both provider and older adult valued the thoughts and opinions of the other); and (4) positive and encouraging (provider supported selfmanagement and the older adult had pleasant interactions with provider). See Table 2 for themes, subthemes, characteristics, and supporting quotes associated with professional attitudes.
The other theme, experiencing professional actions, was defined as what the provider did to bring together the elements associated with the older adults' complex care for greater efficiency and effectiveness. Professional actions were provided by care coordinators, both social workers and registered nurses, and by the participant's primary care physician. Participants focused about half the time on the actions of their physician. Actions included three subthemes: (1) 
Positive and encouraging
Support for self-management; were positive rather than negative.
1. Was pleasant "I always feel like I've had a boost after, you know, talking to the nurses; that they are just very positive and I'm kind of that way anyway so that impresses me." "I am very frightened to go into a nursing home. Our care coordinator is helping us stay at home."
2. Was friendly 3. Gave ideas for selfmanagement 4. Gave hope and support to build confidence 5. Did not berate them communication (balance of imparting medical and health-related information with listening), (2) coordination (being effective and efficient in streamlining medical and healthcare services), and (3) addressing fundamental patient problems (management of an older adult's specific symptoms and concerns related to multimorbidity and normal aging). See Table 3 for themes, subthemes, characteristics, and supporting quotes associated with professional actions.
Older adults' assessment of their chronic illness care
The overall PACICþ score was 3.15 (n ¼ 201, SD ¼ 0.922). An independent samples t test was calculated comparing the mean scores of quantitative only strand participants with those who completed both the PACICþ and participated in the qualitative portion of the study, and no significant difference was found between the two groups. There was no significant correlation between PACICþ score and any of the demographic variables.
The "Assess" subscale was the highest rated (M ¼ 16.12, SD = 4.55) and the "Arrange" subscale the lowest rated (M ¼ 13.62, SD = 4.50). The five PACICþ questions receiving the lowest scores with an average score of 2.9 or less, indicating that the care intervention was generally not provided, were all related to self-management guidance. Examples of the lowest-rated questions were "Helped to make plans for how to get support from my friends, family or community" and "Given a book or monitoring log in which to record the progress I am making." The highest-rated single question was "Satisfied that my care was well organized" (n ¼ 196; M ¼ 4.04, SD = .99).
Integration of QUAL and QUAN
After analyzing a matrix comparing the qualitative and quantitative findings, there was no observable pattern when comparing strongly positive or slightly negative experience with total PACICþ scores. The integration of the qualitative and quantitative strands continued with the examination of individual PACICþ questions to determine whether the items were in any way related to the "actions" and "attitudes" themes identified by qualitative strand participants. The examination identified that all but six of the 26 PACICþ items asked about how often professional actions were delivered to the older adult. The remaining six questions started with terms associated with attitudes rather than actions. Those questions included terms "helped" and "encouraged," the same terms identified from the qualitative strand as characteristics associated with the professional attitude theme. Of the five lowest-rated questions, two of them started with the word "encouraged." Those questions were "Encouraged to attend programs in the community that could help me" (M ¼ 2.51) and "Encouraged to go to a specific group or class to help me cope with my chronic illness" (M ¼ 2.76). Those two questions were both associated with the "Assist" subscale for the 5 A's PACICþ scoring. The other three lowest-rated questions were associated with the "Arrange" subscale, which is closely related to "Coordination" which was part of the professional action theme identified from the qualitative strand. The highest-rated item, "Satisfied that my care was well organized" affirmed the positive perspectives that participants had with their experience of the CCP.
Discussion
The findings from this study indicate that older adults in this CCP were satisfied with care coordination, and almost all had a positive experience. Their experience was related to two factors associated with care providers: (1) professional actions and (2) professional attitudes. Actions of providers that improved patients' experience of care were communication, coordination, and addressing fundamental problems. Professional attitudes that improved their experience of care included being compassionate, knowledgeable, mutually respectful, and positive and encouraging. Participants in this study assessed their chronic illness care to be above average, and that on average, they received the recommended healthcare services for their chronic illness care only "sometimes." The results showed that older adults experience was almost exclusively related to the actions and attitudes of those who provided care coordination services rather than associated structures associated with care delivery.
These findings are consistent with care coordination processes identified in Care Coordination Atlas, notably processes of "interpersonal communication" and "self-management." 5 In this study, when a few of the participants identified a negative attitude about the CCP, it was generally related to the older adults' perception that their provider was not listening, like another study that identified that older adults with multimorbidity wanted to "be heard" by their provider. 21 The current study also confirmed other studies that showed the positive impact communication has on the care coordination experience. One participant shared that communication about lab tests results through the electronic health record (EHR) reduced redundancies which helped her have a positive experience. Communication between providers and with patients through EHRs, face-to-face communication, and telephonic communication are important to older adults. 14, 21 Since older adults with multimorbidity Being effective and efficient in streamlining medical and healthcare services.
1. Read patient's records to get up to date on medical and healthcare issues of patient "When I go into see my endocrinologist I see him then he'll say if you're going in in a couple of weeks and you're going to have a physical, he'll just communicate to that doctor what labs he wants drawn so that he's not drawing duplicate labs." "They have a whole set-up at (the primary care organization) and they have a social worker who calls me periodically to see if I have any concerns that she could address." "Well, I was contacted during this past year by the care coordinator for the doctors and then she was contacting me; she had gone over my chart I believe. And she talked directly to my physician and she contacted me each month to see how I was doing and if I had any needs. And then when I asked her for more information, she looked that up and would supply that . . . and she always would follow-up and discuss that in the following month." often see a specialist physician for each of their chronic illnesses in addition to their primary care providers, communication and coordination among providers is challenging yet essential. This study identified that CCP communication and coordination of older adults' specialty physicians' care with care from their primary care physician leads to a positive experience and is aided by physician's use of the EHR and EHR-patient portals. Actions associated with self-management of participants' chronic conditions also improved patient experience. Consistent with other studies, participants identified that they did not expect to be told what to do by providers; rather older adults wanted to be a part of the decision-making about their health and treated with respect. 22, 23 Furthermore, older adults identified that they respected the care provider's expertise and wanted to learn what they could do to improve their conditions, especially related to a healthy diet, exercise, or activity, taking new medications or other types of medical treatments. The participants identified that the mutual respect they shared with their primary care physician and care coordinator fostered shared decisionmaking about their overall health and was related to a positive experience with CCP. The findings are also consistent with other studies identifying older adults' support for care coordination and the importance of primary care physician in care coordination interventions. 8, 11, 14 Yet the results of this study indicate that the overall experience of older adults in a CCP requires more than just measuring the patient's assessment of the frequency of care coordination interventions or the actions of the providers, which is what is measured by the PACICþ. Although there are other measurement tools for patients' perspectives about care coordination services and other integrated care constructs, few if any of the tools focus specifically on a team-provided, deliberate CCP, and it is unclear if any of them ask older adults to assess provider attitudes. 5, 24 Perhaps measures of interpersonal communication capture nuances of provider attitude. Yet this study showed that interpersonal communication is one aspect of patient experience and that a more complete understanding of patient experience of older adults in CCP requires assessment of their perceptions about the providers' manner or way of being when delivering CCP services.
Strengths and limitations
Strengths of this study included that it used both QUAL and QUAN data which were necessary to Limitations of this study include the low response rate. For surveys of older adults with multimorbidity, a low response rate is not unusual. 25 Non-response was probably related to physical and cognitive challenges associated with older adults and with multimorbidity. The complexity of the mailed participants' packet may have affected response rate. In addition, over-surveying of this population is common. Interestingly, there were many potential participants who implicitly refused (returned the mailing without completing the survey) and ten explicitly refused (returned the mailing with a note indicating their unwillingness to participate). Upon further examination of the available data for respondents and non-respondents, there were no obvious differences in zip codes, age of respondents, or health status. Although there may have been selective participation of those who had a more favorable care coordination experience, the authors believe that even with a healthier sample, the findings related to the importance of provider actions and attitudes to the overall care coordination experience would not be different.
Edelman et al. identified that older adults had a greater likelihood of responding to a survey if it was hand-delivered by someone they knew. 26 Perhaps to increase the response rate, that "personal touch" approach could be adapted for measuring patient experience in a subsequent study where the care coordinators give patients a survey and ask them to confidentially complete it and return it in a sealed envelope to a centralized mailbox or completed on site at a provider visit.
In addition to the low response rate, another limitation was that many of the patients were well-educated, lived in generally affluent zip code regions, had adequate or more than adequate financial means, and were in a Medicare Advantage health insurance plan, thus limiting the generalizability of the findings to populations with different education and socio-economic backgrounds. Providers' attitudes and actions may also have been influenced with this population.
The study may have been confounded by two factors. First, most of the primary care practices associated with the participants in this study had achieved Patient-Centered Medical Home (PCMH) certification, and there is no way to discern what benefits patients received specifically from this model of care coordination versus PCMH-delivered primary care. Secondly, there was no option to rate the aspect of chronic illness care as having "never" occurred. "Almost never" was the response at the low end of the Likert scale. One person identified in a handwritten note that a blank was left for several questions because a "never" response option was not available. It raised a question about whether a blank item was a "never" response and an artifact for scoring the PACICþ.
This study suggests that additional research is needed to develop strategies for measuring the older adult's patient experience in a CCP. To measure their experience, tools are needed that are valid, reliable, with strong psychometric properties, and cost-effective. Without an evidence-based, practical strategy for assessing older adults' patient experience, CCP programs will be legitimately challenged about meeting all aspects of the Triple Aim. Additional research is also needed to identify where the knowledge and professionalism that comes through licensure (medical doctor, registered nurse, and social worker) is needed to improve patient experience and where an unlicensed person may suffice.
Conclusion
Findings from this study provided a deeper understanding of older adults' experience with a CCP and that their experience is not just related to the delivery of care coordination services, the attitude of the provider when delivering those services is equally important. To further improve the care coordination experience of older adults, the CCP should incorporate interventions that foster communication, coordination among physicians and service providers, and give adequate attention to older adult's most pressing problems. While professionals are providing care coordination actions, they should be compassionate, knowledgeable and professional, respectful, and positive. Leaders of CCPs should keep these findings in mind when hiring and training care coordination providers.
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